Introduction: Climacterium is a period of a woman's life, between 35 and 65 years old, marked by hormonal and biopsychosocial changes that can lead to the onset of depressive symptoms. The aim was to identify the prevalence of and factors associated with depressive symptoms in climacteric women.
Introduction
The ageing of the world's population is one of the notable achievements of medicine, and is also a source of challenges, as physical and cognitive interventions are sought to alleviate the harmful effects of senility. From the biological point of view, changes occur in the cardiorespiratory and neuromuscular systems, and physical and intellectual capacity, with advancing years. In women, these changes are particularly related to menopause.
The main importance of addressing the climacteric in public health is to increase the number of women over 50 years old in the world's population: 467 million in 1990 is expected to reach 1.2 billion in 2030. In Brazil, population senescence expresses a tendency to feminization, since women over 40 years old represent 32% of the population. [1] In 2013, the life expectancy of women in Brazil was 78.6 years. [2] So, with menopause established at around 50, women will live around a third of their life after this event, deserving special attention in order to live as healthily as possible. [3] Menopause is a period of life in which there is a transition from the reproductive to the non-reproductive phase, with the gradual decline of ovarian function, [4] represented by various changes with menopause as apex.
The greater sensitivity to ageing coupled with stress symptoms resulting from ovarian failure, has a direct influence on sexuality and coincides with the onset of chronic pathologies, associated with weight gain; emotional adjustments and lifestyle changes are required, which are sometimes difficult for women, promoting feelings of worthlessness, sadness and depression.
In Brazil, a study revealed that 73.2% of depressive complaints by menopausal women were reported as melancholy or sadness, according to the Blatt-Kupperman Menopausal Index, one of the tools used in the evaluation of climacteric symptoms. [5] Hormonal and sociocultural factors and comorbidities may individually or synergistically affect the incidence of depressive symptoms, especially postmenopausally. [6] It is estimated that a third of women will suffer at least one episode of depression during her life, 9% of which are linked to the climacteric period. [7] People with depression demand higher spending by the health-care system, [8] have reduced willingness to work and have lower adherence to medical treatments. Among the complications related to depression are social, marital and professional problems, with a consequent decrease in quality of life and, in its severest form, suicide. [7] Therefore, depressive complaints during menopause should not be underestimated or neglected, at risk of becoming worse or fatally compromised.
The objectives were to identify the prevalence of depressive symptoms and factors related to its genesis, in menopausal women attending basic health units in an urban area, a city in Northeast Brazil.
Material and Method
The study is a cross-sectional survey, conducted between January 2013 and March 2014 in the city of Cajazeiras, a city of the Paraiba backlands; it has a land area of 566 km 2 and an estimated population of 58.443 inhabitants. [9] The sample was calculated probabilistically, adopting a 95% confidence interval, significance level of 5% and sample error of 5%, based on the population of 9.966 women, aged 35-65 years old, as reported by the Department of Informatics of the Unified Health System. [9] The womens were recruited by home visits and consultations scheduled for health units of origin.
By calculation, the sample to be investigated was 385 women. A total of 543 women were interviewed. However, when considering the eligibility criteria for participation in the study, women were excluded if they were taking hormone replacement therapy (HRT) (n = 19), had had a hysterectomy and were using HRT (n = 01) or had had a hysterectomy (n = 19) as these factors interfere with menstrual flow; women aged 35-39 years (n = 54) and over 60 (n = 39) were also excluded, as before 40 years climacteric symptoms are virtually absent, and also after 60 through adapting to symptoms and the near absence of complaints. To correlate depressive complaints with Body Mass Index (BMI), those with low weight (n = 8) were excluded, considering the reduced frequency which did not allow statistical analysis.
The final sample of 411 women aged 40-60 years who had no prior history of depression (as depression has high relapse rates, [10] refuting doubts about the genesis of depressive complaints) and who agreed to participate after clarification, read and signed the informed consent (IC) in compliance with ethics in human research.
Data collection was done by conducted interview with structured script, carried out in health units. The variables analyzed were: Age in years, family income per capita (both dichotomized the average), occupation, BMI (weight/height 2 ), menopausal state, sexual activity, presence of comorbidities (self-referred), hypertension and diabetes (identified by registration in a Monitoring System of Hypertensive and Diabets (HIPERDIA) and the use of specific medications and depressive symptoms (associated report of sadness, anxiety, crying spells, discouragement).
Family income per capita was obtained by the sum of family income divided by the number of family members, with reference to the actual minimum wage, effective at the time of data collection.
Occupation was categorized as with income or no income (the household, farmer or fisherman); sexual activity as present or absent, and when present, as with and without complaint; menopausal status as premenopausal (women with maintained regular or irregular menstrual cycle) or postmenopausal (absent menstruation for 12 months or more). To characterize the presence of diseases, there were reports of cancer, hypothyroidism and hyperthyroidism, osteoporosis, cardiovascular disease and diabetes.
The depressive complaints (sadness/grief) variables were addressed when applying the Blatt-Kupperman Menopausal Index (BKMI). This index is used in the diagnosis of climacteric syndrome and ranks symptoms according to mild, moderate and severe intensity, according to the score obtained. [11] For purposes of correlation between the variables, depressive complaints were categorized as absent or present, regardless of the intensity. Such complaints were identified subjectively by asking whether, in recent days, the interviewee felt sad or melancholic or hedonic most of the time had feelings of guilt or excessive worthlessness, difficulty concentrating, fatigue, sleep disturbances, agitation or psychomotor retardation, significant increase or weight reduction, and recurrent ideas of death and suicide; all of these were identified as depressive symptoms. [12] The data collection instruments were listed sequentially. Descriptive results were used for the mean and standard deviation of the variables of age, education and per capita income, and the prevalence of lifestyle variables and morbid thoughts, based on the total of 411 women interviewed. To investigate the prevalence and association of the presence of depressive symptoms and correlated variables, odds ratios were used, with a confidence interval of 95% and p < 0.05. The Chi-square Test (X 2 ) and Fisher's Exact Test were also used when necessary to reject the null hypothesis. This association was confirmed by the linear regression model. For the analysis and tabulation of data, the EXCEL program and the Statistical Package for Social Sciences (SPSS) version 22, free to download, was used.
This study is part of a research 'Symptoms of menopause: severity and associated factors' which was approved by the Ethics Committee of the State University of Paraíba-UEPB, according to the protocol number 0462.0.133.000-11, dated 14/09/2011. The subjects involved were guaranteed clarification at any desired point, and the freedom to refuse to participate in the study, withdraw consent or discontinue participation at any time. Participation was voluntary, and confidentiality of information and guarantee of anonymity were assured.
Results

Characteristics of the women interviewed
A total of 411 women were interviewed with an average age of 49.73 (± 5.799) years, with average time study of 7.72 (± 4.76) years; the average per capita income was 0.739 (± 0.8111) minimum wages; 69.6% (n = 286) reported living with a partner; 51.1% (n = 210) were white. Regarding way of life, 73.2% (n = 301) were sedentary and 60.8% (n = 245) had a BMI classified as overweight/obese. The presence of at least one condition was reported by 46% (n = 189) ( Table 1) .
Factors related to complaint of depression in climacteric
According to the data shown in Table 2 , depressive symptoms prevailed in 68.1% (n = 280) of women investigated. In view of this high prevalence, we sought to investigate which factors were related to that event. Therefore the correlation is made between depressive symptoms and variables: sociodemographic, menopausal/postmenopausal and sexual activity, revealing an association with advanced age (p = 0.009; OR: 1. 
Morbid frames and depressive complaints in climacteric
The data expressed in Table 3 show that the presence of depressive symptoms is associated with presence of at least one disease (p < 0. 
Discussion
The average age of respondents corresponds to the menopausal transition, marked by variation of the menstrual flow (amenorrhea, polymenorrhea), and was lower than in other population-based studies examining the relationship between menopause and depressive symptoms, [5, [13] [14] thus allowing inferences about the early age at which such changes arise in the population studied. The education level of the participants was considered to be low. However, the result of this research exceeded the average for other studies carried out in Brazil, with climacteric women. [5, 15] Regarding the economic status of women, we highlight the low per capita income found, since depressive symptoms occur more frequently among women with low family income, given the economic difficulties and the fact that they are financially dependent on their husband, factors that hinder the marriage and family relationship. In contrast, other research shows that women carrying out paid activity have a 5 times lower risk of developing depression. [7] Concerning marital status, found a favorable situation because women in stable marital relationships are less likely to develop depressive symptoms. [5, 14] In this study, the prevalence of depressive symptoms was high (68.1%), surpassing the findings of other studies. [4, 13, 15, 16] This may reflect the economic reality of the studied population. Similarly, the presence of comorbidities and chronic diseases contribute to the outcome of the results. Associated with this, another explanation for this feature could be the fact that women with depressive symptoms make complaints and are less tolerant of menopausal symptoms, often seeking clinical care. [17] These mood swings can result from many factors: hormonal changes and psychosocial factors in this age group (changes in family structure -a period that coincides with the departure of children from home), retirement, and uncertainty about jobs, marital state and reduced sexual desire and concerns about ageing and body changes. All of these are in addition to the difficulty they have in seeking psychiatric care, psychoemotional disorders that may affect them, sometimes resulting from preconceptions and stigma about the condition itself, or because of the difficulty of access to certain specialties. [18] The association of depressive symptoms with advancing age is indeed consistent and grounded in the literature. [14, 19] Menopause is a period marked by hormonal changes, which result in physical, psychological and social consequences. Therefore, it is a considerably stressful phase, and may lead to changes in mood and even depression. [15, 20] In this study, we also found an association of depressive symptoms with low schooling, corroborating results of another study, which explained that women with this level of education view it less as a natural process and are more resistant to educational guidelines, leading directly to higher levels of anxiety and depressive symptoms. [5] Regarding financial conditions, patients with lower per capita income and unpaid occupation showed increased risk for depressive symptoms. In this sense, studies have shown that unemployment is predictive for the development of depressive symptoms. [17, 19] Studies have reported that low family income can be an important factor in justifying increased rates of depression because it is connected to social conditions such as unemployment, low education, poor quality housing and inadequate food. Such conditions, exclusive or combined, favor the development of a hopeless state, which has the immediate effect of reducing the ability to handle stressful situations properly, reducing willingness to withstand adverse and frustrating events. [21] The positive correlation between menopause and depressive symptoms was evident. Thus, although it has not been the focus of this investigation, such data infers an important cultural factor associated with sadness/melancholy: the idea that menopause is an end to the personal and professional life of women, which can result in a depressed state. So women, while socio-cultural subjects, have ways of acting, thinking, feeling and interpreting menopause based on their world view. [22] Analyzing the influence of sexuality on menopausal symptoms, there was a statistically significant association: the fact of presenting sexual activity and no complaints appears to be linked to a decrease in depressive symptoms.
During menopause, most women consider sex to be important, and the main reason for not having sexual activity is the lack of partner, followed by complaints during sex. Thus, we understand the fundamental role of affective fellow look, focused on partnership to secure women's self-image at that age; allowing them to continue to feel sexually desired. [4, 18, 23] Hypertension was the morbidity that presented as linked to depressive symptoms during menopause. This finding highlights the importance of careful clinical follow-up of hypertensive menopausal women because, among the known risk factors for hypertension, personality traits, the presence of depressive/anxiety symptoms may be important aggravating factors. In contrast, there is epidemiological evidence that a decrease in blood pressure is associated with anxiety and depression. [24, 25] However, it is difficult to assess the effect of climacteric hormonal variations on blood pressure, since these phenomena are influenced and determined by several factors, such as BMI, socioeconomic status, smoking and lifestyle, among others. [13] Studies show that individuals with one or more chronic diseases, particularly cardiovascular, had a higher prevalence of depression compared to the general population. [26] [27] It is observed that these patients report worse self-assessment of their health, with the greatest number of complaints and greater vulnerability to adverse conditions. [20] In confirming the concurrence of three or more chronic diseases, these individuals were 10 times more likely to have negative perceptions of their health, directly affecting the quality of life in a clear effect number of comorbidities response. [28] This combination of chronic diseases and depression is related to poor management of comorbidities and consequent poor clinical outcome. A limitation of this study was the impossibility of establishing the chronology of events, due to the cross-sectional design, which did not allow to infer whether women with depressive symptoms have a higher risk of chronic diseases, or due to a greater association of comorbidities, having higher prevalence of these symptoms.
Hormonal, sociocultural factors and comorbidities may act alone or synergistically as triggers of depressive symptoms, especially in postmenopausal women. However, the methodology did not allow a cause/effect relationship to be established between variables. It was therefore not possible to determine whether the presence of such factors favors the onset of these symptoms, if they per se attends or provides the appearance of them or both act synergistically favoring or amplifying the symptoms presented.
The limitations of this study add to the failure to identify, for hormonal dosage, the exact period in which the patients were in menopause. Moreover, one cannot disregard the possible presence of thyroid disorders, which would provide an organic cause of depressive symptoms.
Despite those limitations, it is considered that this exploratory study may contribute to the understanding of how these patients proceed through the menopausal transition, helping to facilitate understanding with a clinical and preventive approach, which is revealed as necessary although as yet scarcely available in the locus under study.
Conclusions
This study points to inferences about the possible correlation between sociodemographic variables, the presence of associated comorbidities and depressive symptoms in climacteric syndrome in patients in primary care. It is also important to note variations in the distribution of depressive complaints in different population groups, to allow better planning, targeted policies, programs and health services for this very particular group of the population.
Depressive complaints are revealed as important adjuncts in the quality of life of women, which may lead to their marginalization from society and health care. Therefore, there is an urgent need for a better primary care structure and a very active and effective public health policy, including specific actions for this population group, so that the index cases are detected and offered treatment for those identified symptoms, in order to minimize the harmful effects that can cause mood changes. 
